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" J A Life Safety Code Recertification and State
Licensure Survey was conducted by the Indiana |
State Department of Health in accordance with 42 i

CFR 483.70(a). _ The follewing Plan of Correction
Survey Date: 01/10/11 , *| constitutes our written allegation of

N compliance for the deficiencies cited.
Efg\l}:;yen?l:l?r?}i;roagégg 4 . Submission of the Plan of Correction is
AIM Number: 100266110 i not an admission that a deficiency exists
or that one was cited correctly. This Plan
of Correction is submitted to meet .
. requirements established by state and
federal Iaw,

Surveyor: - Amy Kelley, Life Safety Code
Specialist

At this Life Safety Code survey, Englewood
Heaith and Rehabilitation Center was found not in
L compliance with Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart 483.70(a),
Life Safety from Fire and the 2000 edition of the
| Nationai Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19, Existing

Heaith Care Occupancies and 410 IAC 16.2. | RECEIVED

This one story facility was determined to be of . ‘
Type V (111) construction and was fully FER - 2 ans
sprinklered. The facility has a fire alarm system - - R
.| with smoke detection in the corridor and areas |
open to the corridor. The facility has a capacity of; ; LONG TERM CARE Iy

67 and had a census of 62 at the time of this : NDMNA STATE DEpAaTME{:g%gTIEALTH
1 survey.

Qualtty Re\new by Robert Booher, REHS, Life

APPF CE LY & Specuai:st—Medrcal Surveyor on
J

2l i | -
CUThe Tachiy was found not in compliance with the

aforementioned regulatory requirements as
evidenced by the followmg

LABORATORY TOR'S OR PROVIDHR/SYPPLIER REPRESENTAT[VES SIGNATURE . TITLE . ~ (XB) DATE
/—")M;w;s TRATOR  I-{ -/

Any deﬁcuency statement ending with an asterisk (*) denoteg\_jéf tciency which the institution may be excused from correcting providing it is determined that
ot afeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the fi indings stated above are disclosable 90 days
foi, g the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days rollowing the dafe thege/doc ent\aiejue’?fe availabie to the facility. If deficiencies are cited, an approved plan of correction is requisite o continued
program participat] U_Qg_, —
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K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
88=B.

= .j Emergency .Iighting of at least 1% hour duration is

! duration. Equipmient shall be fully operational for

provided in accordance with 7.9.  19.2.9.1.

This STANDARD is not met as evidenced by:

; Based on observation and interview, the facility

i failed to ensure 6 of 7' emergency lights of at least
| 1% hour duration were tested annually in
accordance with LSC 7.9. LSC 7.9.3 Periodic
Testing of Emergency Lighting Equipment
requires a functional test shall be conducted on.
every required battery powered emergency
lighting system at 30 day intervails for a minimum
of 30 seconds. An annual test shall be conducted
on every required battery powered emergency

- lighting system for not less than 1 % hour

the duration of the test. Written records of visual

inspections and tests shall be kept by the owner

i for inspection by the authority having jurisdiction.
: This deficient practice could affect all occupants E
' with the exception of those in the newer section of :

- the 300 hall. -

: Findings include: .

: Based on an observation with the Maintenance
- Director on 01/10/11 from 11:00 a.m. to 1:45

' p.m., battery operated emergency lights were

; observed at the central nurses’ station, 100 hall,
© 200 hall, the emergency generator and three

. different locations on the 300 hall.
" interview with the Mainienance Director at 12:34

. p.m., the only battery operated light tested for
mnety minutes was the one on the new section of
i the 300 hall.

Based on an

K046

i.  The facility is replacing all battery
operated lighting with lighting that -
will bave a power source connected
to the generator therefore eliminating
all battery operated lighting.

ii.  All residents have the potential to be

affected by the alleged deficiency.

" The facility will test all battery
operated emergency lighting:
Monthly Test will be'a 30 sec. test
and the Annual Test will be for 90
min. All tests will be record on the
TELS Electronic Record. _
The facility has an electronic audit
tool for the Maintenance Supervisor
to do the monthly checks. Audits
will be reviewed through Q.A. until
100% compliance is achieved. .

v. The facﬂlty will be in compliance by

February 9,2011.

ifi.

iv.

¥
o+
|
|
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K 046 | Continued From page 2 - ' . K046
: . 13.1-19(b) :
K 0504 NFPA 101 LIFE SAFETY CODE STANDARD K 050
S8=F
Fire drills are held at unexpected times under K 050
| varying conditions, at least quarterly on each Sh!ﬁ : _—
The staff is famlllar with procedures and is aware ! . . . .
that drills are part of established routine. f i.  The facility will monitor the
Responsibility for planning and conducting drills is | Maintenance Manual on a monthly
assigned only to competent persons who are ! . . i
quaiified to exercise leadership. Where drills are | . basis f(.)r fire drill accountability.
conducted between 8 PM and 6 AM a coded : 1.  All residents have the potential to be
announcement may be used lnstead of audible ! affected by the alleged deficiency. -
|alarms.  19.7.1.2 e ] Y
_ m.  The facility will in-service the ,
L i Maintenance Supervisor on the
Thi$ STANDARD is not met as evidenced by: | tmportance of conducting fire drills
Based on record review and interview, the facility monthly as well as varying shifts and
failed to ensure fire drills were conducted 11 43 :
quarterly on each shift for 1 of the last 4 dn‘Il times per month to include all
completed quarters. This deficient practice could shifts each quarter.
affect all occupants. : - iv.  The Maintenance Manual will be
| Findings include: reYiewed on a monthly basis for fire
' : _ drill accountability and the fire drills
Based on record review of the "Monthly Fire and 1 : .
i Evacuation Alarm/Drill Report” with the Executive . wil obe rev;eYved tlfrougl.l Q-A. until
: Director and Maintenance Director on 01/10/11 at 100% compliance is achieved.
£11:45 a.m., there was no record of a third shift fire | v.  The facility will be in compliance by
{ drill for the first quarter of 2010. Based on an Feb 9. 2011
. interview with the Maintenance Director atthe - cbruary 7, .
 time of record review, no other documentation |
| was available for re\new to verify this drill was
conducted
 3.4-19(b)
K 056 i NFPA 101 LIFE SAFETY CODE STANDARD K 056
SS=F |
' l If there is an automatic sprinkler system, itis =
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K 056 | Continued From page 3 K 056 |
.. | installed in accordance with NFPA 13, Standard
- .| for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in K 056
accordance with NFPA 25, Standard for the . .
Inspection, Testing, and Maintenance of i.  The facility has arranged to replace
Water-Based Fire Protection Systems. It is fuily all standard sprinkler heads to quick
supervised. There is a reliable, adequate water .
supply for the system. Regquired sprinkler response sprinkler heads.
systems are equipped with water flow and tamper .. All residents have the potential to be
switches, which are electrically connected to the . .
building fire alarm system.- 19.3.5 affccted.b.y the‘ a]l'eged d.eﬁclency.
il.  The facility will in-service the
Maintenance Supervisor about the
‘ _ . need to check all sprinkler heads
This STANDARD is not met as evidenced by: semi-annually.
Based on observation and interview, the facility . .= ' .. .
failed to ensure four rooms in 2 of 4 smoke iv.  The facility has. an electronic auc-llt
compartments were equipped with one type of tool for the Maintenance Supervisor
sprinkler head, i.e., quick response sprinklers or to check all sprinkler heads semi-
-standard sprinklers. NFPA 13, 1859 Edition, . o,
Installation of Sprinkler Systems, 5-3.1.5.2 states annually. This will be reviewed
when existing light hazard systems are converted through Q.A. until 100% compliance
to use quick response or residential sprinklers, all is achieved _
sprinklers in a smoke compartment shall be A . . :
changed. This deficient practice could affect 17 v. . The facility will be in compliance by
residents on the 200 hall and staff in the kitchen. February 9, 2011.
Findings include; _
! | i
Based on observations with the Maintenance '
! Director on 01/10/11 between 1:12 p.m. and 1:40 |
“p.m. the following rooms had a mixture of quick
response sprinkler heads and standard response
sprinkler heads: the kitchen and resident rooms
212, 210, 208, 206 and 204. This was
acknowledged by the Maintenance Director at the
time of each observation.
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7 4 3.1-19(b)

. i - . . .
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